Background: Occupational therapy can contribute to the health and well-being of people with human immunodeficiency virus (HIV) who are experiencing health consequences of living long term with this disease. However, there are no comprehensive rehabilitation service delivery models to guide this emerging area of practice. The purpose of this study was to obtain critical feedback about a service delivery model to address the activity and social participation needs of people living with HIV.
The widespread availability of highly active antiretroviral therapy medications has meant that people diagnosed with human immunodeficiency virus (HIV) can live longer but often with impairments, activity limitations, and participation restrictions. These challenges can manifest episodically in physical, psychological, and social forms over time, so that HIV is now considered a chronic disease (Deeks, Lewin, & Havlir, 2013) . In addition, normal aging processes, drug toxicity from medications to treat HIV and other concurrent chronic diseases, combined with persistent immune dysfunction and lifestyle risks, are believed to lead to premature aging (Deeks & Phillips, 2009 ).
People living with HIV (PLWHA) can experience periods of good health with unpredictable periods of disability (Barkey, Watanabe, Solomon, & Wilkins, 2009; O'Brien, Davis, Strike, Young, & Bayoumi, 2009 ).
In addition to facing poor physical and mental health outcomes resulting from HIV, many PLWHA also confront social factors that can contribute to poor outcomes, including housing instability and homelessness, poverty, and unemployment (Martin Spigelman Research Associates, 2002) . Hence, there is a need for supports and services that address both personal and environmental components. Health services for PLWHA have increasingly focused on communitybased chronic care approaches (Deeks et al., 2013; Misko, Nelson, & Duggan, 2015) .
Rehabilitation generally, and occupational therapy specifically, have become emerging areas of practice in addressing the consequences of HIV as a chronic disease. In the context of HIV, rehabilitation has been defined as "a dynamic process, including all prevention and/or treatment activities and/or services that address body impairments, activity limitations and participation restrictions for an individual" (Worthington, Myers, O'Brien, Nixon, & Cockerill, 2005, p. 268) .
However, there is a gap between conceptualization of HIV as a chronic and episodic health condition and the development of rehabilitation and occupational therapy specific strategies to prevent and reduce its disabling effects.
The literature on occupational therapy interventions for PLWHA is sparse. Examples include articles addressing issues related to return to work (Barkey et al., 2009) , productive participation (Kielhofner, Braveman, Fogg, & Levin, 2008) , social participation (Siemon, Blenkhorn, Wilkins, O'Brien, & Solomon, 2013) , cognitive functioning (Vance et al., 2012) , and case studies of individual interventions (Misko et al., 2015) . Although there is clear potential for occupational therapy to contribute to the improved health and well-being of PLWHA who are experiencing episodic disability as the consequence of HIV as a chronic disease, there are no comprehensive service delivery models to guide this emerging area of practice.
Given the complexity of the health and social factors faced by many PLWHA and the sparse literature and clinical practice experience of occupational therapists in this field, we addressed the question of occupational therapy service delivery in the broader context of rehabilitation service delivery. In addition, we used the language of activity and participation from the International
Classification of Functioning, Disability and
Handicap (ICF) (World Health Organization, 2001) that is consistent with occupational therapy's attention to the importance of occupation and environments to health (Kielhofner, 2008; Law et al., 1996) . Development of a comprehensive model for rehabilitation service delivery can inform the development and evaluation of occupational therapy and other rehabilitation services to meet the activity and social participation needs of PLWHA.
Context of the Study
The study took place in Canada, which has a national health insurance program for residents to ensure access to hospital and physician services (Health Canada, 2012) . The provincial and territorial governments are responsible for the organization and delivery of health services for their residents across the continuum of care from prevention to long-term care based on funding received from the federal government under certain terms and conditions. Exceptions are the federal government's responsibilities for direct delivery of services to First Nations people on reserves, the Inuit, members of the Canadian Forces, inmates in federal penitentiaries, and some refugee claimants (Health Canada, 2012) . These differences in responsibilities result in service variability across jurisdictions.
Prior to this study, we developed a proposed service delivery model and created a 20 min webbased presentation summarizing the results of a synthesis of the literature focused on the question:
What interventions address activity and/or participation outcomes for PLWHA and how are these interventions delivered? (Restall et al., 2014) .
The model is depicted in Figure 1 . We focused primarily on interventions that targeted outcomes in activity and social participation as key areas of 
Purpose
The purposes of this study were to:
1. Obtain critical feedback about a proposed model of rehabilitation service delivery that was developed to address the activity and social participation needs of PLWHA.
2. Develop recommendations regarding the provision of rehabilitation services to PLWHA.
Method
Our research team consisted of three occupational therapists, a sociologist (with training as a psychotherapist), a service provider at a community-based agency, and a community member living with HIV. We used a descriptive qualitative design (Sullivan-Bolyai, Bova, & Harper, 2005 ) and a participatory community-based research approach to obtain critical feedback about the proposed service delivery model. We sought to capture the collective voice of multiple participants through focus groups, which are well-suited to facilitating the exchange of information and joint idea generation (Krueger & Casey, 2015) needed to critique a service delivery model. Individual interviews were conducted when a participant was unable to join a focus group or preferred an individual interview. The study was approved by a university health research ethics board. All of the informants provided written informed consent.
Participants
We recruited informants through the Sixteen of the informants (45%) had between 0 to 5 years of experience with HIV care, six (17%) had between 6 to 10 years of experience, three (9%) had between 11 to 15 years of experience, and 10 (29%) had worked for over 15 years in HIV care.
Procedures
Two group interviews (focus groups), one in a large city (n = 11) and one in a medium-sized city (n = 8), were conducted in person and facilitated by the first author and the research coordinator. Two additional focus groups (n = 6; n = 7) were conducted via teleconference with informants from 
Trustworthiness
Triangulation adds rigor by combining multiple investigators, theories, methods, and data sources (Denzin, 1978) . In this study, triangulation included having multiple members of the research team analyze data as described above, including at least two members of the research team in data collection during focus groups; using both interviews and focus groups as data collection methods; recruiting multiple people from diverse backgrounds as data sources; and including the perspectives of the research team members with diverse backgrounds (including one member living with HIV). An audit trail was maintained through a research coordinator, the principal investigator's notes, and meeting minutes.
Results
Our aim was to contribute to the development of the model through a process that valued the perspectives of experts in the field.
Through the analysis process we identified the informants' descriptions of the strengths and limitations of the model as well as challenges and supports to implementation. 
Strengths of the Model

Limitations of the Model
The informants also identified several limitations of the model. These included the language of rehabilitation, lack of research on activity and participation outcomes, and cooccurring disorders and social conditions. The language of rehabilitation. One concern the informants raised, particularly those who were leaders in advocacy groups, was the language of "rehabilitation". The informants expressed resistance to preconceived notions about rehabilitation. One service provider noted, "It's the whole rehab framework based on years of being seen as people around a sexual orientation, or a drug use, or a marginalized status in society (who) are problems to be fixed." This informant went on to say that the language of rehabilitation is not "an easy language to apply to the context of HIV and AIDS for a variety of reasons and that's something, I think, that is a barrier that will need to be worked with." Other informants linked lack of knowledge about rehabilitation with limited access to services.
A third concern related to the language of rehabilitation was the definition of "rehabilitation".
The model focused on rehabilitation interventions to promote activity and participation outcomes.
However, one researcher informant noted that many AIDS service organizations actively focus on promoting activity and social participation, but these interventions are not called "rehabilitation" One of the frameworks that we work with is the greater involvement of people with AIDS, the GIPA principles … that's been really useful to us as a guiding document for how do we really practice person-centered care where the individual is truly at the center and able to decide what they want, why they want it, when they want it, and it's facilitated or supported, and getting clarity about that and then having those gaps filled.
As this quote suggests, the principle of GIPA can provide a framework for both client-centered care as well as facilitating action that will fill gaps in services for PLWHA.
Discussion
Occupational therapy and rehabilitation in the context of HIV is an emerging field of practice. Understanding stigma and discrimination in relation to layers of the environment can assist in organizing strategies for addressing these issues (Logie et al., 2011; Stangl, Lloyd, Brady, Holland, & Baral, 2013) . Finally, the structures of health system funding need to address the broader implications of where and how occupational and other rehabilitation therapists work and the ways they can be integrated into community-based chronic care services.
Understanding the disabling features of environments can help service providers to consider and develop new ways of intervening but can also assist PLWHA to better understand that many of the challenges they experience associated with activity and participation goals may be more related to environmental factors rather than personal factors. Performance Measure (Law et al., 2014) . In addition, we recommend greater emphasis on understanding the outcomes of interventions that are targeted at changing meso and macro level environments.
Occupational therapy models of practice have emphasized the importance of environmental change (Kielhofner, 2008; Law et al., 1996) 
Limitations
Although our sample size was only 35 informants, the participants were located in large urban, medium-sized urban, and rural areas and had diverse roles related to HIV providing a wide range of perspectives. When considering our method, the approach of conducting both group and individual interviews has strengths and limitations. Group interviews, in the form of focus groups, were our primary source of data. Focus groups can limit the ability to understand individual perspectives because the data results from a blended voice of all participants rather than the unique voice of an individual. Thus, although we encouraged diverse perspectives, it may be that more prominent voices became dominant (Krueger & Casey, 2015) . The size of our groups ranged from 6 to 11 persons, which allowed opportunity for participation of all group members with greater opportunity in the smaller groups. Our participants were all from Canada, so their perspectives on health services 
